A two-year-old child experienced concealed haemorrhage after adenotonsillectomy. In our patient, the absence of vomited or significant gastric blood and the presence of melaena stools may partly be attributed to prophylactic antiemetic treatment with tropisetron.
Children undergoing adenotonsillectomy have a high incidence of postoperative nausea and vomiting for which tropisetron has been shown to be an effective antiemetic 1, 2 . There have been some concerns that effective antiemetic treatment may conceal postoperative haemorrhage after adenotonsillectomy 3, 4 . The following case report highlights this issue.
CASE REPORT
A two-year 10-month-old female child weighing 15 kg was admitted for elective adenotonsillectomy for recurrent infection. She was known to snore heavily but had no other medical problems.
After preoperative oral paracetamol, anaesthesia was induced with sevoflurane, oxygen and nitrous oxide and maintained with halothane, oxygen and nitrous oxide. Intubation was performed under deep volatile anaesthesia with a 4.0 oral RAE endotracheal tube and the patient allowed to breathe spontaneously. Morphine 0.07 mg/kg and tropisetron 0.1 mg/kg were given intraoperatively 1 . When surgery was complete, the patient was extubated and transferred to recovery.
In the first two hours postoperatively small amounts of fresh blood were noted to emerge from both nostrils. The heart rate was 140/min and blood pressure 100/50 mmHg. The surgeon arranged for reoperation, but on reviewing the patient in the holding bay, thought that in the absence of vomited blood, the bleeding may have stopped. He requested a further period of observation and, to facilitate this, the patient was transferred to recovery. At three and a half hours postoperatively the heart rate was 140/min and the blood pressure had decreased to 85/30 mmHg. There was peripheral vasoconstriction and ongoing bleeding from both nostrils. Albumex 4% 270ml was given intravenously over the next one and a half hours and the blood pressure rose to 100/70 mmHg and the heart rate fell to 110/min (when the child was not distressed). The patient's peripheries were warm and well perfused.
At five hours postoperatively the haemoglobin concentration was measured as 68 g.l -1 . The surgeon was informed and 5 1 ¼2 hours postoperatively the patient underwent nasendoscopy and exploration of the postnasal space. Several large clots were removed from the nasopharynx and there was some oozing noted.
At no time had blood been vomited and only minimal gastric blood could be aspirated via a nasogastric tube at re-operation. At the end of this second procedure, the patient had the first of several large melaena bowel motions.
Postoperatively management was in the high dependency unit. The haemoglobin level was 60 g.l -1 , and after discussion with the parents and the surgeon, we elected not to transfuse unless there was any further bleeding. Several hours later the haemoglobin was 56 g.l -1 and there had been a gradual increase in heart rate from 140/min to 150/min. We transfused one unit of packed cells and the patient was discharged the following evening.
DISCUSSION
Like ondansetron, tropisetron has been shown to be an effective antiemetic in children undergoing adenotonsillectomy 1, 2 .
Delays of up to five hours in vomiting of swallowed blood have been reported with the use of ondansetron for antiemetic prophylaxis after tonsillectomy 3 . Concerns about concealing postoperative bleeding in day case tonsillectomy patients led to the abandoning of one clinical trial 4 . These workers were aware of the death of a child, not part of their trial, from concealed haemorrhage after day case tonsillectomy and treatment with ondansetron 4 .
It is usual for patients who bleed after tonsillectomy to vomit swallowed blood, or for there to be some blood in the stomach that can be removed via a nasogastric tube if inserted at re-operation. The volume of blood in vomited gastric contents contributes to the estimation of the amount of bleeding when considering the need for re-operation and calculating intravenous fluid resuscitation requirements. Other factors on which the assessment is based are haemodynamic signs of tachycardia, hypotension and poor peripheral perfusion, a fall in haemoglobin concentration and the presence of repeated swallowing.
In our patient, the presence of melaena stools and the absence of vomited or significant gastric blood demonstrate that the swallowed blood nearly all passed through the stomach. We believe that this is at least partly attributable to the antiemetic action of tropisetron.
This group of patients has a high incidence of postoperative nausea and vomiting, and antiemetic treatment is important and valuable. Rather than advocating the withholding of prophylactic antiemetic treatment, we suggest that whatever medication and techniques are used, good clinical care is dependent on careful postoperative observation and assessment for an appropriate period of time.
